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ABSTRACT
Background: Patient participation is an important issue in contemporary healthcare as it improves
quality of care and enhances positive health outcomes. The participation of patients is mainly
initiated by the nurses’ willingness to share their power and responsibility, but knowledge on
nurses’ demographic characteristics influencing this behavior is nonexistent. This knowledge is
essential to understand and improve patient participation.
Aim: To determine if nurses’ demographic characteristics influence their willingness to engage
in patient participation.
Methods: A cross-sectional multicenter study in 22 general and three university hospitals
with 997 nurses was performed. The Patient Participation Culture Tool for healthcare work-
ers, which measures patient participation behavior, was used. Multilevel analysis, taking into
account the difference in wards and hospitals, was used to identify the influence of demographic
characteristics.
Results: A position as supervisor (range: p < .001–.028) and a higher level of education (range:
p = <.001–.012) show significant higher scores. Younger nurses seem to be more reluctant in
accepting a collaborative patient role (p = .002) and coping with more active patient behavior
(p < .001). This new role was less accepted by nurses on geriatric wards (p = .013), who also
showed less sharing of information with their patients (p < .001).
Linking Evidence to Action: Age and level of education influence nurses’ willingness to share
power and responsibility with their patients, perhaps indicating that patient participation behav-
ior is an advanced nursing skill and multifaceted interventions, are needed for optimal imple-
mentation. Moreover, supervising nurses have different perceptions on patient participation and
possibly regard patient participation as an easier task than their teammembers. This could lead to
misunderstandings about the expectations toward patient participation in daily practice, leading
to struggles with their nursing staff. Both findings implicate that implementing patient partici-
pation on a wide scale is more difficult than expected, which is conflicting with the widespread
societal demand for more participation.
BACKGROUND
In contemporary healthcare, patient participation is perceived
as one of “the blockbuster drugs of the century” (Dentzer, 2013)
and can be defined as the patient’s rights and opportunities to
influence and engage in the decision making about his care
through a dialog attuned to his preferences, potential and a
combination of his experiential and the professional’s expert
knowledge (Castro, Van Regenmortel, Vanhaecht, Sermeus, &
Van Hecke, 2016). The concept is widely used in practice and
research (Sahlsten, Larsson, Sjo¨stro¨m, & Plos, 2008). On the
one hand, this is not surprising. From an evidence-based prac-
tice (Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996)
and ethical (Tambuyzer, Pieters, &VanAudenhove, 2011) point
of view, it is imperative. There is an increasing body of knowl-
edge showing that patient participation improves quality of
care (Nilsme, Myrhaug, Johansen, Oliver, & Oxman, 2006),
enhances patient safety (Longtin et al., 2010), and is related to
positive health outcomes (Griffin et al., 2004). On the other
hand, patient participation is still a complex phenomenon that
is surrounded by an atmosphere of unclarity during almost
two decades (Castro et al., 2016; Tambuyzer et al., 2011). The
lack of knowledge regarding the definition, the process, and
the determinants of patient participation (Castro et al., 2016;
Sahlsten et al., 2008) led to examples where initiatives to en-
hance patient participation missed the objective of patient par-
ticipation. Such examples were reported in studies on patient
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participation in guideline development (Van de Bovenkamp
& Hester, 2009), the use of patient experts (Vandewalle
et al., 2016), and patients as stakeholders in strategic decision-
making (Malfait, Van Hecke, Hellings, De Bodt, & Eeckloo,
2017). By not being grounded in scientific evidence, these ini-
tiatives led to a fragile, vulnerable, and discouraging situation
for patients, which stands in contrast with the initial objective
of more participation (Williamson, 2014). The strive toward
more patient participation as well as the lack of knowledge on
this topic emphasize the need for further research.
One of the unexploited areas is the influence of the health-
care worker-related factors on the healthcare worker’s willing-
ness to engage in patient participation by sharing his or her
professional power and responsibility with the patient (Philips,
Street, & Haesler, 2015). This behavior is an essential step be-
fore patient participation can be established. The reciprocal
process of patient participation is very dependent on the will-
ingness of the healthcare worker to engage in such behavior
(Longtin et al., 2010).
Within the topic of healthcare worker-related factors for
patient participation, a particular interest should go to the in-
fluence of the basic demographic characteristics of nurses on
patient participation. Themodel of Longtin et al. (2010) showed
that demographic characteristics could be of significant influ-
ence on the healthcare worker’s willingness to engage in pa-
tient participation. Findings indicate (Davis, Jacklin, Sevdalis,
& Vincent, 2007; Tay, Hegney, & Ang, 2011) that demograph-
ics of nurses should not be overlooked. Still, studies show that
the bulk of the research concerning demographic characteris-
tics of healthcare workers in patient participation is focused on
physicians, and is understudied for nurses (Davis et al., 2007;
Tobiano, Marshall, Bucknall, & Chaboyer, 2015).
In conclusion, the lack of a comprehensive body of knowl-
edge on the influence of these nurse-related demographics con-
trasts with the essential position that hospital nurses play in
enabling patient-centered care and patient participation.
Nurses’ continuous bedside presence imposes the responsibil-
ity to engage daily in collaboration with their patients. There-
fore, research on the demographic characteristics of nursing
groups in relation to their willingness to share power and re-
sponsibility is a first and essential step needed for understand-
ing and improving patient participation.
AIM
The aim of this study is to determine which of the nurses’ de-
mographic characteristics influence their willingness to share
their power and responsibilities with patients in order to en-
courage patient participation.
DESIGN
A cross-sectional multicenter study design was used. Twenty-
two general and three university hospitals participated in the
study. Overall, 997 nurses completed the questionnaire.
METHODS
Participants and Data Collection
All general (n= 102) anduniversity (n= 7) hospitals inBelgium
were invited in 2014 by e-mail by the Federal Public Service
of Health. Only units for surgery, general medicine, medical
rehabilitation, and geriatric care were included. Intensive care
units, emergency room units, psychiatric units, and units with-
out admitted patients (e.g., radiology) were excluded. Nurses
willing to participate had to have hands-on patient contact (in-
cluding nursing supervisors), and had to be working on the
same ward for more than 6 months. Nursing students could
not participate. The convenience sample was collected during
September 2014.
Instrument
To determine the influence of nurses’ demographic character-
istics on their willingness to share power and responsibility, the
patient participation culture tool for healthcare workers (PaCT-
HCW) was used (Malfait, Eeckloo, Van Daele, & Van Hecke,
2016). The PaCT-HCW is a self-assessment tool that measures
several healthcare worker-related factors of the willingness to
share power and responsibility in the process of patient partic-
ipation. Currently, it is the only tool that measures the health-
care worker’s side of patient participation (Malfait et al., 2016;
Philips et al., 2015). The instrument is based on the comprehen-
sive model of patient involvement by Tambuyzer et al. (2011)
and the conceptual model of patient participation in error pre-
vention by Longtin et al. (2010). The four-phased development
and validation study (Malfait et al. 2016) showed that the 52-
item PaCT-HCW is composed of eight distinctive subscales
(Table 1). All questions have a four-point Likert scale (1: strongly
disagree; 4: strongly agree).
The following demographic characteristics of nurses were
also included: Gender (male or female), age (<25 years; 25–34
years; 35–44 years; 44–54 years; 55 years), time of employ-
ment on the ward (1 year; >1 year), time of employment in
the hospital (1 year; >1 year), type of ward (surgery, general
medicine, medical rehabilitation, or geriatric care), work sta-
tus (employment less than half-time [<50%], part-time [50%–
99%], full time [100%]), level of education (graduate, bachelor,
or master), and supervising role as (assistant) head nurse (yes
or no).
Data Analysis
All data were analyzed using SPSS 22.0 (IBM, Armonk, NY).
Questionnaires with more than 25% of the answers missing
were removed and data were checked on response patterns
to exclude acquiescence response bias. When such patterns
were identified, the entire questionnaire of the respondent was
deleted. One item in the component “acceptance of a new role”
(i.e., “Amore important role for patients in patient safety issues
could have negative effects on the healthcare worker–patient
relationship”) had to be recoded as it was a reversed question.
For all components, the sum-score was calculated. Descriptive
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Table 1. An Overview of the PaCT-HCW (Malfait et al., 2016)
Components Description Items Cronbach’s α
Competence Perceived competence of nurses to engage in patient participation 3 0.82
Support Perceived support nurses receive from the hospital’s management,
supervisors, and peers to engage in patient participation
8 0.83
Perceived lack of time Perceived shortage in time to engage in patient participation 3 0.67
Information sharing and dialog Communication and dialog with the patient concerning patient
participation
18 0.93
Factual questions Perceptions on coping possibilities with factual questions by the
patient
5 0.90
Challenging questions Perceptions on coping possibilities with challenging questions by
the patient
4 0.86
Notifying questions Perceptions on coping possibilities with notifying questions by the
patient
4 0.85
Acceptance of a new role Self-reported attitude toward a more collaborative relationship with
their patients
7 0.70
Total 52 0.92
statistics (frequencies within groups) were used to determine
the distributions of the nurses’ demographic characteristics.
The differences between the groups of nurses’ characteristics
were analyzed using a linear mixed model, a method that over-
comes any difficulties for themultilevel data clustering (Jaeger,
2008). The three identified levels in the analysis to identify
possible clustering were (a) individual nurse, (b) ward, and
(c) hospital. In order to obtain multivariate results, all demo-
graphic variables were used as fixed factors and included in one
model. The hospital and ward were used as random effects to
overcome problems with possible clustering (Heck, Thomas,
& Tabata, 2012). The target variable was the component.
Ethical Approval
The study was approved by the Ethics committee of Ghent
University Hospital (B670201421350). An approval from the
local ethics committees from each hospital was acquired. All
nurses participating in this study gave an informed consent.
RESULTS
Demographic Characteristics of the Respondents
In total, 997 nurses from 178 wards, located in 25 hospitals,
were included in the study. Table 2 gives an overview of the
distribution of the nurses’ demographic characteristics. The
distributions of the nurses’ characteristics are in line with
the results of other large-scale research on nurses in Belgium
(Ausserhofer et al., 2014).
The Influence of Nurses’ Characteristics
The results of the multilevel analyses are presented separately
for each of the included demographic characteristics. First, the
overall significant differences for each of the included demo-
graphic characteristics in the components are given (Table 3).
Next, the results are elaborated in detail by describing the
p-value, the beta-coefficient (b; difference in comparison to the
reference category), and the confidence interval of 95% (95%
CI) is given. An overview of the detailed results for each com-
ponent can be found in the additional file (Table S1).
Gender. Gender only showed significant differences in the
level of “information sharing and dialog” (p = .028). Male
nurses showed higher (p = .028; b = 2.168; 95% CI 0.230–
4.105) scores, meaning they perceived their behavior as more
focused on “information sharing and dialog” than their female
colleagues.
Age. Age groups showed differences in the “perceived lack of
time” (p = .009), the “acceptance of a new role” (p = .002),
and their behavior toward “challenging” (p < .001) or “factual
questions” (p < .001). The age groups <25 years (p = .016;
b = 0.676; 95% CI 0.126–1.228), 25–34 years (p = .003; b =
0.619; 95% CI 0.207–1.030), and 35–44 years (p = .047; b =
0.414; 95%CI0.005–0.822) perceivedmore “lack of time” than
their older colleagues. A decrease when nurses become older
could be noticed. Younger nurses were also more reluctant to
“accept a new collaborative role” than their older colleagues,
in particular nurses <25 years (p = .024; b = −0.753; 95%
CI −1.405 to −0.102), 25–34 years (p < .001; b = −0.804;
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Table 2. Overview of the Respondents’ Characteristics
Variable Options n Percentage Variable Options n Percentage
Gender Male 150 15.0% Employment in <1 year 48 4.8%
Female 847 85.0% hospital >1 year 949 95.2%
Age <25 years 89 8.9% Employment on <1 year 72 7.2%
25–34 years 303 30.4% ward >1 year 925 92.8%
35–44 years 253 25.4% Work status <50% 64 6.4%
45–54 years 251 25.2% 50–100% 323 32.4%
55 years 101 10.1% 100% 610 61.2%
Type of ward Surgical 329 33.0% Education Graduate 351 35.2%
Internal medicine 352 35.3% Bachelor 570 57.2%
Geriatric 176 17.7% Master of higher 76 7.6%
Medical rehabilitation 140 14.0%
Supervising role Yes 154 15.4%
No 843 84.6%
Table 3. Overview of the Components of the PaCT-HCW and the Differences Between the Nurse’s
Characteristics
Competence Support
Perceived lack
of time
Information
sharing and
dialog
Acceptance of
a new role
Challenging
questions
Notifying
questions
Factual
questions
Gender p= 0.285 p= 0.144 p= 0.224 p= 0.028* p= 0.793 p= 0.582 p= 0.601 p= 0.965
Age p= 0.694 p= 0.364 p= 0.009* p= 0.740 p= 0.002* p < 0.001** p= 0.070 p < 0.001**
Type of ward p= 0.55 p= 0.575 p= 0.319 p < 0.001** p= 0.013* p= 0.354 p= 0.676 p= 0.073
Employment in hospital p= 0.470 p= 0.770 p= 0.285 p= 0.346 p= 0.762 p= 0.253 p= 0.409 p= 0.641
Employment on ward p= 0.622 p= 0.842 p= 0.322 p= 0.071 p= 0.860 p= 0.198 p= 0.681 p= 0.317
Work status p= 0.713 p= 0.040* p= 0.182 p= 0.436 p= 0.776 p= 0.491 p= 0.753 p= 0.565
Education p < 0.001** p= 0.006* p= 0.545 p= 0.012* p < 0.001** p= 0.275 p= 0.018* p < 0.001**
Supervising role p < 0.001** p= 0.028* p= 0.022* p < 0.001** p < 0.001** p < 0.001** p < 0.001** p < 0.001**
*α is significant at the 0.05-level.
**α is significant at the 0.001-level.
95%CI−1.290 to−0.319), and nurses between 35 and 44 years
(p = .031; b = −0.534; 95% CI −1.017 to −0.050). Only the
age groups of nurses <25 years (p = .025; b = −0.772; 95%
CI −1.445 to −0.098) and between 25 and 34 years (p = .037;
b = −0.535; 95% CI −1.037 to −0.033) were more reluctant
to answer “challenging questions” from patients. A parallel
finding was found for “factual questions” for the <25 years
(p = .014; b = −0.951; 95% CI −1.711 to −0.191) and 25–34
year old nurses (p = .030; b = −0.626; 95% CI −1.192 to
−0.060) in comparison with their older colleagues.
Type of ward. The type of the ward where the nurses were
employed seemed to influence their willingness to share power
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and responsibility, in particular for the “information sharing
and dialog” (p < .001) and the “acceptance of a new role”
(p = .013) component. Nurses on surgical wards are likely to
engage in more “information sharing and dialog” (p = .044;
b= 2.708; 95% CI 0.073–5.342) than nurses from other wards.
Nurses from geriatric wards were less likely to engage in this
behavior (p = .006; b = −4.125; 95% CI −7.040 to −1.211).
Nurses from geriatric wards were also less likely to “accept a
new collaborative role” (p= .002; b= −0.789; 95% CI −1.298
to −0.280).
Duration employed in hospital. No significant differences
were found regarding the duration nurses were employed
within the hospital. The p-values for all eight of the compo-
nents in the PaCT-HCW ranged from 0.253 to 0.770.
Duration employed on ward. The differences in the duration
that nurses were employed on the ward showed no significant
values. The p-values for themeasured components of the PaCT-
HCW ranged from p = .071 to p = .842.
Work status. The nurses’ work status only showed significant
differences in “support” from their supervisors and peers (p =
.040). Results (p= .013; b= −1.350; 95%CI−2.411 to−0.290)
indicate that nurses with a work status less than 50% employ-
ment perceived less “support” from their supervisors than their
colleagues with a higher work status (e.g., 50% employment
or more). None of the other included characteristics showed
significant results (range p = .182–.776).
Level of education. The level of education made differences
in perceived “competence” (p < .001), “support” (p = .006),
the level of “information sharing and dialog” (p= .012), “accep-
tance of a new role” (p< .001), and the coping with “notifying”
(p = .018) or “factual questions” (p < .001). Subanalyses on
“competence” showed no significant differences. Undergrad-
uate nurses (p < .001; b = 1.699; 95% CI 0.653–2.744) and
bachelor nurses (p = .010; b = 1.276; 95% CI 0.304–2.248)
felt more “support” than their colleagues with a master degree.
In contrast, undergraduate nurses (p < .001; b = −1.108 to
95% CI −1.660 to −0.556) and bachelor nurses (p = .005; b =
−0.747; 95% CI −1.261–0.232) were more reluctant to “accept
a new role” in comparison with master nurses. Nurses with
a bachelor degree engaged in more “information sharing and
dialog” (p = .029; b = 2.916; 95% CI 0.300–5.531) than both
undergraduate and master nurses. In coping with “notifying
questions,” undergraduate nurses (p= .008; b= −0.657; 95%
CI −1.141 to −0.174) scored significantly lower in compari-
son with nurses with a bachelor or master degree. Concerning
“factual questions,” both undergraduate nurses (p < .001; b =
−1.213; 95% CI −1.854 to −0.572) and bachelor nurses (p =
.036; b = −0.640; 95% CI −1.240 to −0.041) scored lower
than master degree nurses.
Supervising role. Whether or not the nurses had a manage-
rial position made a significant difference on all eight mea-
sured components of the patient participation culture. P-values
ranged from<.001 to .028. Supervising nurses feltmore “com-
petent” (p < .001; b = 0.670; 95% CI 0.392–0.947), perceived
a more “supportive” environment (p = .028; b = 0.845; 95%
CI 0.090–1.600), had the feeling they have “more time” for
patient participation (p = .022; b = −0.396; 95% CI −0.735
to −0.057), accepted a more “collaborative role” (p < .001;
b = 0.753; 95% CI 0.350–1.155), engaged more in “information
sharing and dialog” with patients (p < .001; b = 4.481; 95% CI
2.799–6.883), and coped better with “challenging” (p < .001;
b = 0.970; 95% CI 0.533, 1.386), “notifying” (p < .001; b =
0.705; 95% CI 0.354–1.056), or “factual questions” (p < .001;
b = 0.863; 95% CI 0.392–1.335).
DISCUSSION
The findings of this study could add three new insights in the
complex process of patient participation. First, age seems to be
closely related to patient participation, in particular the “accep-
tance of a new role” and “the perceived lack of time.” Older
nurses seem to accept more easily a new collaborative role with
their patient, coping better with challenging or factual ques-
tions. In addition, there is a difference in patient participation
based on educational level. Although not as clearly as the age
groups, the findings indicate that education has an influence
on the nurses’ power and responsibility sharing. The inter-
pretation is mixed as higher education did not lead to higher
results in the component “information sharing and dialog.”
Nonetheless, there is an influence of age and level of educa-
tion, which could be explained by the novice to expert theory by
Benner (1982). In the light of this theory, sharing power and re-
sponsibility to stimulate patient participation could be viewed
as an advanced nursing skill that has to be learned through-
out the nursing career or needs specialized training. Advanced
nursing behavior is linked to nurses who are more qualified,
both by experience and training or education (Cotterill-Walker,
2012). Moreover, the findings from our study also indicate that
nurses on geriatric wards significantly involve their patients
less in the care process. This endorses the statement of patient
participation being an advanced role. Geriatric care has become
increasingly complex and patients become more functionally
dependent, making it more difficult to involve them. This cre-
ates an overall need for more advanced nursing practitioners to
care for this population (Fouge`re et al., 2016), of which patient
participation should be a particular area of interest.
A second important finding is the difference in percep-
tions between nurses and their supervisors when it concerns
patient participation. Based on the responses of the nursing
supervisors, in particular on the component “perceived lack
of time,” it could be presumed that supervising nurses per-
ceive engaging in patient participation as an easier task than
their employees. This difference in perceptions could initiate
tensions. Such tensions can lead to a decrease in retention of
nurses (Brunetto et al., 2013) and consequently higher nurs-
ing replacement costs (Farr-Wharton, Brunetto, & Shacklock,
2011). Moreover, when nurses-in-charge are under the idea
that implementing patient participation is easy and not more
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time-consuming for the practice of a ward, this could lead to
higher work pressure when patient participation activities are
imposed on nurses. Nurses indicate that due to work pressure
and lack of time, they have other priorities than engaging in pa-
tient participation (Simon, Ku¨mmerling, &Hasselhorn, 2004)
and talking with and educating patients is frequently missed
care (Ball, Murrels, Rafferty, Morrow, & Griffiths, 2014). This
could be an actual problem for nursing practice as a major-
ity of nursing wards in Europe already experience high work
pressure (Aiken et al., 2014).
By combining the first finding, the possibility that patient
participation is an advanced nursing skill, and the second find-
ing, the difference in perspective between nursing supervisors
and staff, a third conclusion can be made. There is a societal
demand for more participation on all levels of healthcare and
most hospitals are determined to follow this evolution in or-
der to have an additional competitive strength (Branda˜o, Rego,
Duarte, & Nunes, 2013). The findings from this study are an
indication that involving patients in their care is more than
a change in mindset, and that some of the essential struc-
tural conditions are missing. First, by labeling patient partic-
ipation as an advanced nursing skill, a lack of qualified and
highly trained nurses is exposed. A possibility has been sug-
gested before (Simon et al., 2004). This means that there are
not enough nurses to comply with the steadfast global pursue
for and implementation of more patient participation. Second,
most nurses already experience high work pressure due to in-
adequate staffing (Aiken et al., 2014; Simon et al., 2004). A
different perspective on the impact of patient participation on
workload between nurses and their supervisors, as the results
of this study suggest, could even increase the work pressure
and lead to less patient participation. By combining these two
findings, the question arises if it is currently possible to im-
plement good patient participation sector-wide without proper
education and adequate staffing. Inadequate staffing and un-
derqualified nurses could even negatively influence the power
of patient participation.
Study Limitations
As this study has a cross-sectional design, it is difficult to make
any causal inference. At best, this study has identified the differ-
ences in nurses’ willingness to share power and responsibilities
based on demographic characteristics and pinpoints the areas
for further studies. A cross-sectional design is merely a single-
point measurement, which means that results may be differ
depending on the time frame. This limits the transferability of
the results. This latter limitation is enhanced by the national
character of the study. The sample is representative for the
Belgian nurses’ population (Ausserhofer et al., 2014). Future
studies should try to include nurses from different countries
and measure on different time points.
A self-assessment tool is used, making it unclear if the per-
ceptions of the nurses on the different components are a clear
representation of reality. Among others, the danger of social
desirability bias exists (Van de Mortel, 2008). Moreover, the
theory of reasoned action (Ajzen & Fishbein, 1980) stipulates
that themere presence of a positive attitude toward patient par-
ticipation does not necessarily lead to behavioral changes. The
subjective norm and the perceived behavioral control also have
to be positive before changes in behavior are made. As proven
for changes in quality improvement (Hamilton et al., 2014) or
service improvement (Wood et al., 2015), the subjective norms
of a ward’s culture are essential and should not be underesti-
mated. Therefore, high scores on the PaCT-HCW might not
necessarily indicate a high-standard patient participation cul-
ture on a ward.
CONCLUSIONS
So far, the influence of the nurses’ demographic characteristics
concerning patient participation is understudied. The results of
this cross-sectional study pinpoint two areas of interest. First,
perceptions of supervisors and nurses differ. Misunderstand-
ings could arise about the expectations of engaging in patient
participation in daily practice, leading to tensions in the nurse–
supervisor relationship. Second, younger nurses indicate they
have less ability to cope with an active patient than their older
colleagues, and highly trained nurses feel more capable to deal
with patient participation. These latter two findings could in-
dicate that engaging in patient participation is an advanced
nursing skill. This could indicate that there is a lack of properly
prepared nurses. Still, the expectations to use patient participa-
tion in daily practice are high. The lack of a significant number
of properly trained or educated nurses and adequate staffing
could be a thread to patient participation. Future studies are
necessary and should include multiple countries and repeated
measures.WVN
LINKING EVIDENCE TO ACTION
 Patient participation could be considered as an ad-
vanced nursing skill, meaning that not all nurses
are competent enough to engage in such behav-
ior. Implementation will be difficult and needs
multifaceted interventions. More attention to pa-
tient participation in nursing schools and educa-
tion should be given.
 The nursing supervisor’s perspective differs from
their staff, with indications that they misjudge the
workload of patient participation. Nursing supervi-
sors should have sufficient attention for their nurs-
ing staff’s perspective and staffing numbers when
considering implementation of patient participa-
tion methods.
 Implementing patient participation on awide scale
could be more difficult than expected, slowing
down widespread use. This conflicts with the con-
temporary societal demand formore participation.
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 All these findings contribute to the understand-
ing that implementing patient participation meth-
ods on nursing wards should not be approached
lightly.
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